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Monochorionic monoamniotic 
twin in Rh negative pregnancy: 
A case report 


Rahul Agola', Tanvi Chaurasia”, Geeta Chaurasia® 


ABSTRACT 


Although monoamniotic twin pregnancies are uncommon, early detection is 
critical because complications are much more common than in diamniotic or 
dichorionic twin pregnancies. Only approximately 70% of monoamniotic 
twins survive. Furthermore, the high prevalence of foetal anomalies (15%- 
25%), such as twin reversed arterial perfusion sequence and conjoined 
twinning, accounts for roughly half of all foetal deaths in these pregnancies. 
As a result, early anatomy screening during pregnancy's first trimester is 
advised. We present a case of a primigravida female with 35.3 weeks of 
gestation and a Rh-negative pregnancy who presented to the labour room 
with a fully dilated cervix and delivered twins, one foetus by breech 
presentation and another macerated twin. As a result, early detection, 
screening for foetal anomalies, monitoring for twin-twin transfusion 
syndrome, decisions about monitoring after viability and delivery timing and 
route are all critical and increased awareness is necessary, particularly in rural 


areas. 


Keywords: Monoamniotic monochorionic twin, Rh negative pregnancy, twin- 


twin transfusion syndrome. 


1. INTRODUCTION 


Monoamniotic monochorionic twins (Mieghem et al., 2022) with Rh negative 
pregnancy are a rare but significant subset of twins who face unique and 
serious complications, putting them at the highest perinatal mortality risk of 
any twin gestation. Monoamniotic twins face the unique risk of cord 
entanglement, in addition to the risks that all twins face (prematurity, 
selective growth restriction), monochorionic twins face (twin-twin transfusion 
syndrome) and monozygotic twins face (congenital anomalies). Early anatomy 
screening during the first trimester of pregnancy is therefore suggested (Cali 
et al., 2018). Other causes of foetal death in these pregnancies include twin- 
twin transfusion syndrome, tight cord entanglement and acute hemodynamic 
imbalances brought on by the large placental vascular anastomoses. Twin 
pregnancies with Rh isoimmunised children are extremely rare. A variety of 
perinatal risks are connected to twin pregnancies. Rhesus isoimmunization 
raises the risks of such a compromised pregnancy. After viability, foetal 
surveillance can be increased to lower the risk of in utero death. Both inpatient 
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and outpatient monitoring are suitable. Monoamniotic twins should be delivered between 33 and 34 weeks of gestation if 


everything else is normal. Even though caesarean sections are usually performed in hospitals, some still support vaginal births. 
Finally, neonatal morbidity is high in monoamniotic twin pregnancies, which is primarily due to prematurity. 


2. CASE DISCUSSION 


A 24-year-old primigravida with 35.3 weeks gestational age in a rural area presented to the labour room with abdominal pain and 
vaginal leaking for 6 hours in active phase of labor. The patient's ultrasonography suggests a twin pregnancy with a macerated 
dead foetus and another live foetus, an average gestational age of 35.3 weeks, a baby weight of 2.5 kg, a breech presentation with 
adequate liquor and a placenta anterior grade 2 10 cm away from the os (Figure 2). Previous blood tests revealed a normal complete 
blood count and a B negative blood group. Rest blood tests were normal. The patient was afebrile on general examination, vital 
signs were normal and there was no pallor or oedema. According to the per abdomen examination, the uterus was larger than the 
period gestation, term size, contractions were present and one foetal heart sound was 140 bpm. On per vaginal examination, the 
cervix was fully dilated and effaced, with one foetus delivered and another macerated foetus delivered (Figure 1). Third stage of 
successfully managed with the placenta was delivered using control cord traction. The uterine tone was obtained. For the patient, 
the procedure went well. The patient was vitally stable after delivery. A female child weighing 2.5 kg was transferred to the 
mother's side and another macerated foetus was sent for histopathological examination. The patient and his or her family were well 
aware of the situation. The patient's indirect coombs test was negative, as was the baby's direct coombs test. The mother received 
prophylactic anti-D immunization to avoid complications in future pregnancies. 


Figure 1 Twin delivery one foetus delivered by breech presentation and another macerated baby delivered 
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Figure 2 Ultrasonography of the patient at 35.3 weeks of gestation 
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3. DISCUSSION 


A rare type of monozygotic twinning (1% of all monozygotic twins) is monoamniotic monochorionic twinning with Rh negative 
pregnancy (Benirschke, 2013). They are identified by a single amnion and a single yolk sac, which are the result of an 8-day ovum 
division (Park et al., 2017). There might be two or just one embryo (conjoined twins). This type of twinning is distinguished by an 
increase in perinatal loss (10-15% in a recent series of prenatally recognized cases). Congenital anomalies, umbilical cord 
entanglement/accidents, preterm birth and intrauterine growth restriction are the main causes of this elevated perinatal mortality 
rate (Lin et al., 2007). The inability to distinguish a dividing membrane between the foetuses is the characteristic of ultrasound 
diagnosis that occur the most frequently. The main contributors to this elevated perinatal mortality rate are congenital anomalies, 
umbilical cord entanglement/accidents, preterm birth and intrauterine growth restriction. The inability to distinguish a dividing 
membrane between the foetuses is the most typical ultrasound diagnosis flaw. An accurate diagnosis is necessary for proper 
pregnancy management because there are some diagnostic pitfalls (oligohydramnios in one twin with a closely adhered membrane, 
for example). A Rhesus negative (Rh-negative) woman may produce antibodies while pregnant (Rh-positive) if her foetus is Rhesus 
positive. Infants who are Rh-positive run the risk of being harmed by these antibodies. We are describing a case of a 24-year-old 
primigravida who lives in a rural area and came to see us while she was in active labour with one live, breech-presented foetus and 
a macerated, vaginally-delivered foetus that was sent for histopathological analysis. Regular follow-ups and routine investigations 
failed, so there were no routine follow-ups conducted. An indirect Coombs test was conducted because the mother was Rh negative 
and additional blood tests also yielded negative results. Additionally negative was the foetal direct Coombs test. The patient 
received 300mcg of anti-D prophylaxis intramuscularly to avert future complications. 


4. CONCLUSION 

The importance of early detection, screening for foetal anomalies, monitoring for twin-twin transfusion syndrome, monitoring 
decisions after viability and timing and route of delivery cannot be overstated. As a result, proper screening and routine antenatal 
check-up and follow-up should be performed in such high-risk pregnancies to prevent mortality and morbidity, particularly in 
rural areas where a lack of follow-ups and knowledge leads to higher mortality and morbidity rates. 
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